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Presidents Page 


To greet you as President of the National Federation of Catholic Physicians 
Guilds we would like to review with you the objectives of our organization as be 
might renew a pledge to a worthy cause. It is meant to constitute a brotherhood fo) 
all members of the medical profession; to provide mutual assistance in their religious 
and professional life; to facilitate communication between them and members of the 
clergy and others, such as judges, magistrates, lawyers, educators, politicians, who 
are interested in the study and discussion of medico-religious questions and those 
touching on the science of duty and ethics; to investigate the relations of medical 
theory and practice to Catholic theology and philosophy; to uphold the principles of 
Catholic faith and morality against an unchristian and unscientific materialism, and 
in general, to promote among Catholic members of the profession such solidarity as 
may be advantageous to both their religion and their profession. 


To point up our high purpose to uphold the Church's attitude on subjects of 
moral import, we ask your close attention to an article referring to a ‘sterilization 
pill” about which there is current and widespread discussion. Following this Page 
you will find pertinent remarks by our National Moderator, Rt. Rev. Msgr. Donald 
A. McGowan, and press releases that further emphasize the subject. We think the 
problem deserves the attention of not only our Catholic doctors but all men of medi- 
cine, graduates or students; indeed, this type of publicity could befuddle lay people 
of good will. 


There is too much confusion at the present time concerning what should be a 
clear issue, namely, the Church’s attitude on artificial birth control. Even men of 
good will could be puzzled by an indirect indication that Dr. Rock's pill might be 
acceptable. Whether it be Dr. Rock or any other medical scientist who might pro- 
pose this sort of thing, we are unanimous in our condemnation of any thing or any 
method that would imply our acceptance of artificial birth control for the same reasons 
that we have staunchly opposed artificial insemination. The concepts are simply 
morally wrong. 


My term of office begins at a time when more than 5,900 Catholic doctors 
comprise the membership of our 92 Guilds. Since those early days the “White Mass” — 
to honor St. Luke on his Feast Day, October 18, has become an established custom. 
Continuing in the realm of the spiritual, a Memorial Mass offered during the annual 
A.M.A. convention is becoming a tradition. All of which brings us to the point of 
asking for your assistance during the forthcoming A.M.A. convention in Miami Beach, 
June 13-17 when the Federation will again participate as an exhibitor. Be sure to 
visit Booth B-11 if you are attending the meetings. If you can give a few hours to 
help staff the exhibit that will be appreciated too. 


The Memorial Mass is scheduled for St. Patrick’s Church at 5:00 p.m., Wednes- — 
day, June 15. We hope that a large gathering will assist. We urge your families to 
attend with you. Let us make this an outward evidence of our faith. Our Moderator, 
Monsignor McGowan, will offer the Mass. His Excellency Bishop Coleman Carroll 
of the Diocese of Miami, will preside and preach the sermon 


delegates from 
June 15 at the 


Eusesius J. Murpny, M.D. 
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\ (See the President's Page) 


As this issue of THE LINACRE QUARTERLY was going to 
ress, a somewhat disturbing news item hit the national scene. The 
so-called “‘sterility pill’ made headlines and obliged us to hold the 
resses for several hours. Disturbing news items these days are, un- 
fortunately, not unusual and one is too often inclined to “take them in 
stride” under the guise of a mature approach to bad tidings. 


Why then do we pay attention at all to this latest sniping opera- 
tion at the Church’s firm stand on artificial birth control? The answer 
is simple! 


We do so for several reasons! The prominence of the author calls 
for serious consideration of his views. Doctor John Rock is a scientist 
of national, and indeed international, fame in his chosen field of medical 
practice. Moreover, it is entirely possible that earnest, sincere and 
devout Catholics might well be led astray by an indirect implication 
that the medication referred to could be sanctioned by the Church. 


If the publicity re the so-called sterilization pill were just another 
random shot in the dark, it would deserve no mention whatsoever in 
the pages of this journal of serious purpose. If there were not such a 
‘clamor about a “population explosion” — if the man who made the 
statement were not so well known — if the Church had ever been un- 
certain and wavering in its definition of the basic issues involved — if 
all of these conditions or even some of them were fulfilled — we could 
afford to remain silent. 


In the face, however, of the tremendous publicity the matter has 
received, silence would be sad and cowardly. We beg you to read the 
following press release and particularly do we urge you to re-state to 
your friends and patients the clear position of the Church. To this end 
we quote without addition or correction the news release from the 
National Catholic Welfare Conference. 


Rt. Rev. Msgr. Donald A. McGowan 
National Moderator 


THEOLOGIAN DENIES DOCTOR'S BIRTH CONTROL PILL IS MORAL; 
CHANCERY SCORES DOCTOR'S ASSERTION 

(N.C.W.C. NEWS SERVICE) 
Weston, Mass., April 8 — A theologian has described as “diametrically 
opposed to Catholic teaching” a doctor's suggestion that a pill which 
suppresses ovulation might be morally acceptable to Catholics. 


Father John J. Lynch, S.J., professor of moral theology at Weston 
College, made the statement in commenting on remarks attributed to 
Dr. John Rock, who has done research on the pill at Harvard University. 
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Dr. Rock was quoted by newspapers as having said at a meeting} 
of the American College of Obstetrics and Gynecology that the pill! 
acts in a natural way to prevent ovulation and therefore could be: 
acceptable to the Church as a birth contro] technique. 


However, Father Lynch commented that “the use of any drug for! 
the purpose of inhibiting ovulation in the human female is patently ai 
form of contraceptive sterilization and hence contrary to moral law as: 
understood and defended in Catholic theology.” 


Father Lynch's statement was issued in response to a request from) 
Msgr. Donald A. McGowan, director of the Bureau of Health andi 
Hospitals, National Catholic Welfare Conference, and national moder-: 
ator for Catholic Physicians’ Guilds. 


Dr. Rock was reported to have said that the pill reproduces the: 
effect of a hormone naturally produced at certain times in a woman’s: 
body to prevent ovulation. 


According to reports, he said the pill has been on the market for’ 
some time as a prescription remedy for menstrual disorders. In the last: 
several years, he said, he has done research on the contraceptive uses: 
of the pill, and has found it “100 per cent effective’’ if used according 
to instructions. 


In his statement, Father Lynch commented that ‘‘physiologic con- 
trol of fertility as described by Dr. Rock is no less a species of artificial | 
contraception than are the more familiar chemicals and physical devices | 
used to prevent the union of ovum and spermatozoon.” 


Drugs and medicines for this purpose ‘have their legitimate medi- 
cal uses, but deliberately induced sterility is not one of them,” he said. 


Father Lynch declared that “‘no competent moral theologian would 
hesitate for an instant” in reaching the same conclusion on the matter, 
which was “confirmed’’ by the late Pope Pius XII in an address to the 
Seventh Congress of the International Society of Hematology. 


In that address, delivered September 12, 1958, Pope Pius said the 


answer to moral questions about the use of such medicines ‘‘depends on 
the intentions of the person.” 


He continued: “If the woman takes the medicine, not to prevent 
conception, but only on the advice of the doctor as a necessary remedy 
because of the condition of the uterus or of the organism, she provokes 
indirect sterilization which is permitted according to the general prin- 
ciples governing acts with a double effect. 


“But a direct and, therefore, illicit sterilization is provoked when 


the ovulation is stopped so as to protect the uterus and the organism 
from the consequences of pregnancy. ...” 


In cases where “a medical symptom” or other causes make con- 
ception undesirable,” the Pope added, “‘the use of medicines has as its 
end the prevention of conception by preventing ovulation.” 

Therefore, it is a question of direct sterilization,” he said. 
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HANCERY CALLS ANTIOVULATION PILLS "MORALLY UNACCEPTABLE" 
(N.C.W.C. NEWS SERVICE) 


INCINNATI, April 8 — Taking pills to suppress ovulation and avoid 
-onception is a form of ‘‘direct sterilization” and therefore is “morally 
nacceptable,” the Cincinnati archdiocesan chancery office has declared. 


The chancery office made its statement after a Harvard University 
cientist said here that an ovulation-suppressing pill with which he has 
xperimented might be morally acceptable to Catholics as a family 
lanning device. 


Dr. John Rock made this assertion in a talk at the annual meeting 
f the American College of Obstetricians and Gynecologists and later 
in a newspaper interview. 


The chancery office statement said, that the taking of anti-fertility 
ills with the intention of avoiding conception “is contraception by 
sterilization” and therefore immoral. 


“It is Catholic teaching that it is a serious violation of God's law 
to render a person sterile, temporarily or permanently, for the direct 
purpose of frustrating conception,” the chancery statement said. 


In the newspaper interview, Dr. Rock was quoted as saying that 
the pill works in the same way nature does in preventing ovulation. In 
studies of women who have used the pill over the past four years, it 
has proved to be “100 per cent effective,” he said. 


Dr. Rock declared that the pill contains substances similar in their 
effect to a hormone produced at certain times in the body of a woman 
to prevent ovulation. 


“This pill gives utter and complete protection in exactly the same 
way as nature protects a woman from conceiving while nursing or 
during pregnancy,” he said. 


Commenting on his statements, the chancery office declared: “From 
the newspaper account it seems that the pill sponsored by Dr. Rock 
prevents conception by suppressing ovulation. As such, it is to be 
judged morally as other infertility pills. 


‘When they are taken for the purpose of avoiding conception, 
they constitute direct sterilization and as such are morally unacceptable. 
It is Catholic teaching that it is a serious violation of God's law to 
render a person sterile, temporarily or permanently, for the direct pur- 
pose of frustrating conception, which is the primary natural effect of 
conjugal relations. Such use of antifertility drugs is contraception by 
sterilization. 

“On the other hand, when a contraceptive effect is not directly 
intended and when the antifertility pills are taken to correct a suffi- 
ciently serious pathological condition, such use would not ordinarily 
constitute a morally objectional procedure. 


“Dr. Rock’s statement mentioned that ‘Catholic authorities do not 
object to birth control accomplished in a natural way. This is true in 
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the sense that Catholic moral teaching allows for the spacing of chil- 
dren when the spacing is effected by methods which do not constitute 
a violation of God’s law by artificial contraception, by direct steriliza- 
tion, or by frustrating natural generative processes in any way.’ 

Another speaker at the meeting of obstetricians and gynecologists 
said he had developed a simple, inexpensive instrument capable of indi- 
cating periods of fertility and infertility in the female. 

Dr. Joseph B. Doyle, director of the Fertility and Endocrine Clinic 
at St. Elizabeth's Hospital, Boston, said his device “makes positive and 
negative family planning possible for natural child spacing.” 

Dr. Doyle said his test makes it possible to predict fertility and 
infertility, and thereby “jumps the gun on the temperature chart and 
rhythm cycle systems.” He said he had spent 18 years developing 
the device, primarily as a means of helping women who have difficulty 


conceiving. 


i The Executive Board of the National Federation of 


Catholic Physicians’ Guilds will hold its annual meeting 
June 15, 1960. Time: 9:30 a.m.-1:00 p.m. Place: Seville 
Hotel, Miami Beach, Florida. 


The officers of the national organization and one 


delegate from each active constituent Guild comprising 


the affiliated membership will conduct business. [ 
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a strong propensity for hold- 
‘ing ‘fast that which is good.” In 
order to fulfill St. Paul’s foremen- 
‘tioned inspired principle, it is nec- 
essary to draw right conclusions, 
and to evolve from confusion that 
nearest truth. This is not an easy 
task. It is beset with many diffi- 
culties. It is necessary not only 
to gather and study basic facts, 
but to define them. In addition, 
the mere exigencies of practice, 
and those of society itself, grow 
no simpler with each day of rapid 
technological achievement. Indeed, 
they make the effort to “prove all 
things” a painstaking job. 


AY HEART we physicians have 


The above situation is made 
more difficult by a common, fun- 
damental problem: words have 
different meanings and usage. 
Neither do they strike everyone 
with the same connotation. The 
simple prestidigitation is this: 
meaning is distorted, and camou- 


flaged. 


Words are used in many in- 
stances, either intemperately or 
dishonestly, to attain goals. This 


*Presented as the Founders’ Day Ad- 
dress to the Alpha Kappa Kappa Fra- 
ternity, Beta Upsilon Chapter, Hous- 
ton, Texas, March 12, 1960. 

**Arom the Department of Pediatrics, 

Baylor University College of Medicine, 
Texas Medical Center, Houston, Texas. 
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The Adversary Within™ 


Frep M. Taytor, M.D.** 


Houston, Texas 


But prove all things; hold fast that which is good. (I. Thessa. 5:21 ) 


serves to lessen the breadth of 
that fine line between exaggera- 
tion and fraud. Not that we all 
live up to the loftiest ideals, far 
from it. But nowhere in word 
usage is that line thinner and more 
wanting of substance of true 
meaning than when principle is 
being subverted for the sake of 
expediency. 

Whether within medicine and 
science, or advertising and pro- 
moting circles — expediency is a 
forcible adversary. It insensibly 
engages the mentality, and makes 
it more activist than critical; more 
flamboyant than respectable; more 
clever than truthful; and more 
material than moral. The ground 
rules are simple, and seem virtual- 
ly innocuous: exaggerate impor- 
tance, convey false impression, 
and overstress supposedly useful 
benefit. 


OUR CREDULOUS NATURE 


Now, we in medicine are sup- 
posed to be hard taskmasters, and 
not likely servile. Yet, all about 
us, we recognize our credulous 
nature. Few of us are rid of it. 
Perhaps we accept it without be- 
ing really aware of it. Sir William 
Osler, learned gentleman in medi- 
cine and medical education, how- 
ever, said that: “Most physicians 
fail to grasp the startling fact that 
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they are beset with the common 
facility of reaching conclusions 
only from superficial observa- 
tions.” Then, in an address, 
“Teaching and Thinking: The 
Two Functions of a Medical 
School,” to the faculty of McGill 
Medical School in 1894, Osler 
said this: “. .. man has an inborn 
craving for medicine . . . the de- 
sire to take medicine is one feature 
which distinguishes man, the ani- 
mal, from his fellow creatures. It 
is really one of the most serious 
difficulties with which we have to 
contend.” 


Physicians and laymen both 
tend — indeed often it seems — 
to accept with alacrity each and 
every therapeutic proposal which 
is offered assuredly and eagerly. 
Perhaps for these reasons we are 
easy prey for the influences of 
advertising. 


Advertising is a fascinating 
craft, a respectable trade. Its aim 
is to sell. Nothing is wrong with 
that. But, somehow, in recent 
years the assumption has crept 
in that advertising is education. 
Whether that is the result of Mad- 
ison Avenue wordmongering hard- 
ly needs attentive or deliberate 
thought. Advertising and educa- 
tion cannot be equated. One is 
informing and announcing; the 
other is a process of training, 
studying and assessing in order 
for a person to develop, insofar 
as is humanly possible, his intel- 
lectual, moral, spiritual and physi- 
cal powers. Words make a differ- 
ence. 


Our society's aim is to produce 
more of anything and everything. 


on 


Advertising is primed to sell it. 
Yet neither cold reasoning, nor 
abundant facts seem to make very 
effective advertising. At best only 
emotional exposés seem successful 
in the market place. The main- 
stream of society has, curiously 
enough, continued to accept it. It 
may be that many of us really 
tend to be controlled by feelings, 
not Thomistic logic and thinking. 
Even then, we summarily imagine 
that we use all our reason and 
knowledge. 

Regardless of our concepts, ad- 
vertising works by implanting and 
nurturing an attitude of mind, 
even of emotion. It affects our 
perception. What is unreal is in- 
tuitively recognized as realistic, 
thus a quasi-image. Take, for ex- 
ample, the advertising of thera- 
peutic products in the medical 
journals. A recently marketed an- 
tibiotic product: “is a new and 
exclusive advance already 
has an outstanding record of de- 
cisive action . provides more 
certain relief . . . achieves cure. 
where others fail...” 


Well, glory be to the patron of 
advertising! Suppose we physi- 
cians really believed what we read, 
or judged products by the com~ 
pany their advertisements keep.’ 
Unfortunately, some of us do. In 
that case we tend to depend more 
on our senses, rather than reason, 
for ideas. No one can dispute the 
use of semantic smoke screens. 
Here is another example: “Our — 
product is capable of unsurpassed 


results . . . strusionic releases make 
the Big difference for this 
wormy world.’ .. . It is of unex- 


celled effectiveness . . , extremely 
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well tolerated .. . remarkably free 
of complications...” 


These techniques, whether used 
in television commercials or em- 
ployed in representative reputable 
medical and scientific journals, 
serve to establish, and even sus- 
tain alarming illusions of value. 
They depend on the enumeration 
of exaggerations, yet usually are 
legally blameless. The pattern is 
common: provide each and every 
product with a symbol of superior 
value. Stay within the law. The 
fact that a product may actually 
have no important therapeutic 
worth; or that the value of a newly 
advertised product has not even 
been established, nor substanti- 
ated, before it was put on the 
competitive market seems not to 
be of moral importance. In that 
case, legality can not be equated 
with morality. 


LABOR OF THINKING 


Despite the foregoing problems, 
over a period of years the thera- 
peutic-products industry has done 
an incredible job. It would be 
ridiculous and stupid for one even 
to think otherwise. It has con- 
tributed immeasurably to allevia- 
tion of miseries of disease. Com- 
plications of illnesses have been 
lessened as never before. For in- 
dustry to stay in business, as well 


-as to expand in means that provide 


life-saving measures, it has been 
necessary to make increased use of 
advertising ingenuity. Nothing is 
wrong with that. What does mat- 
ter is the quality of advertising. 

The quest for knowledge in 
useful therapy, both old and new, 
is an ever-existent obligation. The 
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fulfillment of this obligation in a 
drug-stricken milieu, sometimes is 
beset with vexations and intellec- 
tual obstacles. By and large we 
resist learning therapy from fre- 
netic detailmen, and from abom- 
inable ad-men. Yet in order to 
meet adequately all the realistic 
demands made on our time, some 
of us, caught in the vortex of exi- 
gencies of society and practice, 
find that keeping up with adver- 
tising and detailing becomes the 
principle method of keeping up 
with medical therapy. 


In the awareness of our limita- 
tions, it would also be naive and 
unrealistic not to state that at 
times there is nothing to which 
we do not resort to avoid the 
labor of thinking. Or, to put it 
differently: “We are as lazy as 
we dare to be, and some of us 
are exceedingly bold.’ Nor would 
one deny that some physicians 
are mere middlemen for a mount- 
ing drug traffic: we prescribe for 
nearly every, patient and every 
complaint. We naively have spe- 
cial therapeutics for each and 
every symptom. Never have so 
few of us been subjected to such 
a continued and overwhelming 
bombardment of potent drugs, 
over-stuffed nutrition products, 
and fixed drug combinations and 
mixtures. Perhaps it is true that 
we dislike controlled tests and 
accumulative statistics. Or is it 
that we do not see what there is 
until we have been taught to see. 
Thus, “. . . the frequency with 
which new drugs are put on the 
market before ample clinical stud- 
ies are carried out is likened to 
the situation of Alice in Won- 
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derland — the verdict first, then 
the trial."” (NEJM, July 17, 1958) 


The therapeutic-product market 
is intensely competitive. No aver- 
sion to this exists. By a similar 
token there is no resistance to pro- 
moting and fostering real progress; 
nor to making sincere attempts to 
reduce health, social and economic 
handicaps. This is one of the 
positive conditions of life. Never- 
theless, we are imperfect; and in- 
ertia is inherent in our nature. 
Fallibility, however, is not simply 
overcome by putting false empha- 
sis on ‘‘using everything and try- 
ing anything” that comes along. 
To do so is to go hand in hand 
with the quasi-humanitarianism of 
boastful promotional schemes. 


No doubt we physicians tend to 
encourage this, whether intentional 
or not. How often do we pre- 
scribe complex, expensive power- 
ful drugs when simple, cheap and 
harmless products suffice. An ever 
increasing number of widely var- 
ied products to select from serves 
to make this an increasingly com- 
plicated problem. We hardly have 
time to learn popular trade names 
of products, much less the tradi- 
tionally advised generic name. In- 
deed, it may be said that in this 
fidgety age we rarely fulfill many 
of our ideals. This takes time. 
Nevertheless, we boast of our en- 
lightened scientific bent. 


In dialogue we advertise our 
ever-tender devotion to high 
ideals, and a staunch intolerance 
of narrow thinking. As a general 
rule, we imagine that we alone 
alleviate and cure the horrors of 
disease. How often do all our 
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superb products really accomplish 
what we think they do? How 
really common is it for most or- 
dinary infections just simply to 
“run their course,” wholly unaf- 
fected by multiplicities of therapy? 
How frequently do we make ef- 
fort to comprehend our own mo- 
tives in therapeutic excesses? How 
often do we say: “Here try this,” 
instead of taking time and trouble 
for serious talk with patients? May 
it be said again that this is avoid- 
ing the labor of thinking. As a 
result there often is failure to 
exercise restraint in assessing the 
surcharged promotional reports of 
all the superior results of therapy. 
This serves to foster not only 
early misuse of potent drugs, but 
laxity in exact dosage. This is 
especially apt to happen when, in 
the fevered race to market fat 
drugs, the safe dosages, exact in- 
dications, and incidence and na- 
ture of toxic hazards simply have 
not been adequately determined. 


The line between exaggeration 
and deceit is alarmingly thin. Take 
these examples: a product is ad- 
vertised and detailed to physicians 
as being capable of ‘“‘increased 
rapid absorption and higher blood 
levels."" Ordinarily this might be 
of therapeutic importance. Yet,’ 
how are such claims justified when 
studies subsequently show that not 
only were they false but also clin- 
ically unimportant. Is it right to 
promote almost compellingly, po- 
tent products for benign and self- | 
limited conditions when they 
should be used sparingly and in- 
frequently? Is it just to advertise 
and detail in an enthusiastic man- 
ner, fixed antibiotic combinations 
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ifor minor inflammatory disorders? 
Ws it proper — and ethical — to 
jmake impressive claims — wholly 
junjustified by evidence that ‘‘this 
fnew little pill’ provides extraordi- 
nary benefit for colic, anxiousness, 
imyalgia, and spastic colon. Is it 
morally justifiable to prescribe 
powerful products, knowledge of 
which has been gained solely from 
advertisements and detailmen? In 
what manner does this practice 
really differ from human drug 
experimentation? 


The communicative scope em- 
ployed by advertising nomads is 
Herculean. Neither physician nor 
layman escapes it. Of the possi- 
bility of advertising being capable 
of offering basic and realistic serv- 
ices, there can, of course, be no 
doubt. But the flamboyance in 
‘recent years of the advertising of 
‘therapeutic products in medical 
journals differs little, if any at all, 
from that of television practices 
concerning filtered cigarettes, as- 
pirin-related buffers, and tooth- 
paste, striped or plain. As a rule, 
perfection and flawless taste isn’t 
possible. That, however, is no 
excuse for falsity and cheap ex- 
aggeration. The use of sophisti- 
cated vulgarity, of alluring “hy- 
frecated’’ models, and of sensual 
and sensate images ordinarily is 
typical of dime paper-back ex- 
posés. Unfortunately it also is 
typical of some of the advertise- 
ments in the professional medical 
journals. 


RESPONSIBLE EVIDENCE 


Expediency holds no respect for 
a moral-intellectual partnership. It 
carries out the adversary’s aim, 
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and functions thereby to foster 
phony value systems, to encourage 
unappeasible desires for material 
commercialism, and to keep minds 
rigid and unreceptive. The health 
of human beings is not something 
to be played with, either by ad- 
vertising experts and stockhold- 
ers, or by deceptive promotional 
schemes. 


Ordinarily the drug and nutri- 
tion-product manufacturers get 
clinical data concerning products 
from experts that may or may not 
be associated with the industry. 
They share responsibility for prod- 
ucts that annually hit the com- 
petitive road. As a rule, the re- 
porting of clinical studies is one 
of the established means of in- 
forming physicians about thera- 
peutic products, some of which 
serve not only to rot the medical 
literature, but medical meetings as 
well. In most instances such re- 
ports concern studies in which 
there has been wholly inadequate 
observation, lack of really proper 
interpretation, and a conspicuous 
absence of controlled studies. Il- 
performed, short-term clinical tests 
are carried out with no difficulty. 
The data is prophetic: “in 88.9 
per cent of patients, the results 
were excellent, or of significant 
improvement.” By and large, such 
studies detect only that which is 
therapeutic nonsense. No imagin- 
ative or controlled approach is 
required; and their effects are un- 
fortunate. They unwittingly en- 
hance unrestrictive propaganda for 
a whole hodge-podge of thera- 
peutic products. Even more dis- 
tressing, such programs afford in- 
creased opportunity for wasteful 
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utilization of important clinical re- 
search funds; and for barnacling 
the orderly conduct of basic re- 
search that may be far more valid 
and useful. All this results in 
raising false hopes ~ and expen- 
sive ones at that — of the laymen, 
and in increasing the confusion 
of many in the medical profession. 


Success is not measurable by 
quantity of data, or by number of 
papers published and read. In- 
vestigators and fledgling writers 
who prematurely rush their latest 
proofs of optimistic and poorly 
documented therapeutic studies to 
the nearest medical journal, either 
are still gravely inexperienced, or 
are likened to exploiters and eager 
hucksters who subvert truth and 
quality for expediency. To publish 
solely for the sake of publishing 
is neither ennobling nor impres- 
sive. To publish strictly for the 
sake of academic status, it seems 
to me, is distasteful, and thus 
unappetizing. Neither tends to 
transcend material interest, or per- 
sonal gain. Yet, how difficult to 
attain. 


THE CRUX 


A multiplicity of complex re- 
actions influence man's responses 
to a drug. Interpretation of data, 
free of error, admittedly is extra- 
ordinarily difficult. Judgment may 
be just plain hazardous, even with- 
out the associated vice of intellec- 
tual stubbornness. Yet there is a 
remarkable tendency for investi- 
gators to brush aside incontinent- 
ly mature judgment and counsel. 
There also is tendency for an in- 
vestigator to rely principally on 
observations and interpretations of 
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inexperienced students, or resident 
physicians. At the very best, even 
with top qualities of mind, the 
validity of investigative studies is 
strongly dependent on wisdom 
and maturity. 


Now by any criteria of unsen- 
timental fringe groups, however 
stuff-shirted my statements may 
seem to be, I should not be mis- 
understood as expressing mere 
cynical disbelief, or just irritative 
indignation. Neither do I mean 
the resentment and disapproval of 
clinical investigation and research 
by young physicians. Far from it. 
Stated more precisely, ethics and 
excellence simply are the very 
crux of any state of activity, and 
of progress and change. 


HAILSTORMS: DETAILING 


Sir Osler had keen knowledge 
of the realism of advertising exist- 
ing in those days, and in 1902, 
he expressed his view in a lecture, 
“Chauvinism in Medicine”: 


To modern pharmacy we owe much, and 
to pharmaceutical methods we shall owe 
much more in the future... . We all 
know only too well the . . . literature 
which floods the mail, every page of 
which illustrates the truth of this axiom, 
the greater the ignorance the greater the 
dogmatism. Much of it is advertisements 
of nostrums foisted on the profession by 
men who trade on the innocent credulity 
of the regular physician, guite as much 
as any quack preys on the gullible pub- 
lic. Even the most respectable houses 
are not free from this sin of arrogance 
and of ignorant dogmatism in their litera- 
ture. A_ still more dangerous enemy to 
the mental virility of the general prac- 
titioner, is the “drummer” of the drug 
house . many of them are good, 
sensible fellows . . . ready to express the 
most emphatic opinions on questions 
about which the greatest masters of our 
art are doubtful. No class of men with 
which we have to deal illustrates more 
fully that a man knows what he does 
not know. ... 
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In general, detailing and exhibit- 
ing, traditional advertising meth- 
ods, tend to resemble an Arabian 
bazaar: the compulsive-like dole 
of countless samples, and the dis- 
tribution of reams of medical testi- 
mony. Many physicians, of course, 
feel that such exposés are war- 
ranted. Others however, are pe- 
‘culiarly sensitive to the midway- 
like maze that often dominates 
access to some of the medical and 
scientific meetings. 


The practices of some detailmen 
and representatives in hospitals, 
clinics, and offices may be not 
only distracting, but astonishing. 
Their very numbers, to crash-pro- 
gram a product, are purely of 
nuisance value. Their use of re- 
corded-like phraseology, dripping 
with quasi-scientific jargon, is ex~- 
asperating. Indeed, it may be 
downright insulting. By use of a 
variety of verbal and visual tech- 
niques, detailmen usually seem to 
know all there is to know about 
mutation phenomenon; or they 
plum the salty depths of micro- 
chemistry with millimols per liter 
of balanced ions; or expound the 
strength — but never the weak- 
ness — of the latest in peace-of- 
mind pharmacy. Regardless from 
whence they originate, such pseu- 
doscientific pitches are advertising 
techniques. They are geared to 
promote, and for that reason are 
at the mercy of unceasing competi- 
tive efforts to get products used. 


Neither restrictive nor permis-~ 
sive policies are capable of dis- 
pensing good manners and virtues. 
Nox can rules and regulations con~ 
trol them, One practice which I 
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hope rarely occurs — and obvious- 
ly is uncalled for — is for hospital 
representatives and detailmen to 
make rounds and to detail prod- 
ucts on hospital floors to physi- 
cians and even nurses. 


In the examples above, when it 
is necessary to cope not only with 
misuse of privilege, but also with 
the daily informing and contin- 
ual badgering about innumerable 
products of superior drug magic, 
it is difficult not to carry out some 
sort of control. Otherwise physi- 
cians would continue to be pelted 
from all sides by hailstorms of 
detailing and advertising. 


Obviously much of this is in- 
evitable. Ours is a pluralistic and 
competitive society. We have an 
intellect, and should be shown 
capable of understanding and of 
drawing conclusions. Privileges 
and rights must be respected, not 
flouted. In no way does this mean 
becoming an insensible part of 
surcharged forces of expediency. 
To do so is to temper and com- 
promise principle; or to subserve 
pursuits of quality to more or less 
Brownian-movement learning. Ex- 
pediency need not become a highly 
valued substitute. for morality and 
a clear conscience. 


PRINCIPLE AND PRACTICE 

In medical circles there has been 
growing awareness of the need 
for respectable advertising, for 
exacting studies of products, and 
for exercising judicious restraint 
in the interpretation of clinical 
drug tests. More than ever, this 
is a moral obligation to society. 


Fortunately many physicians 
take a proper view of “all that's 
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new.’ However praiseworthy this 
may be, capable physicians, those 
with that unwearied devotion to 
genuine patient care, tend to use 
all therapeutic drugs sparingly. As 
a rule, most so-called new prod- 
ucts are used infrequently, and 
prescribed with caution. There is 
no frantic jumping from one prod- 
uct to another, according to the 
whim or curb-side influences of 
prevailing notions. Emphasis 
truthfully is placed on careful_his- 
tory and examination, and on 
proper laboratory study; less is 
put on frenetic prescribing and 
imperative treating. Indeed, em- 
phasis is placed on that which is 
significant: respect for the special 
healing value of human under- 
standing. 


No battle is being waged against 
prescribing. Far from it. No con- 
tention exists with the use of 
harmless pills for simple, common, 
self-limited illness. Battle can be 
waged, however, against a system 
that tends to make us subservient 
to the sinful offense of compulsive 
drugging with potent and expen- 
sive products. This is especially 
apt to happen whenever a patient 
demands it, and when ordinary 
disorders require only inert and 
harmless measures. The contin- 
ued submission to the nagging fear 
of loss of patients to ‘some doctor 
who will’ serves to make a physi- 
cian abdicate his time-honored 
role. Admittedly, our beleaguered 
resistance often breaks; and for 
the same reason, even despite our 
best contrary intention and re- 
straint, it breaks again. 


All medical disciplines will no 
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doubt grow more complex and 
difficult. Yet, it should still be 
fashionable to continue to aim for 
lofty standards, and to minimize 
deterioration of thought and ideals. 
There is enormous need to avoid 
the superficiality of medical auto- 
mation: dehumanization. Human 
beings desire relief. Yet our con- 
cern for man must be pure. As 
we grow in the understanding of 
the science of medicine, we need 
to know more of the spirit and 
emotion of man. It therefore does 
not seem abnormal, as medical 
science grows more complicated, 
to stress again the need for atti- 
tudes of critical inquiry; nor fool- 
hardy to maintain a critical mind 
toward all evanescent therapeutic 
manias. 

It is reasonable then for us — 
student, house officer, educator, 
practitioner — to continue to apply 
the fundamental and _ well-tried 
principles in therapeutics. Al- 
though there admittedly are no 
infallible rules, the following may 
serve as useful guides: 


A LIST OF REMINDERS 

¢ Concentrate on fundamentals in 
therapy: rules of action and 
usage. 

e Avoid the habit of drugginess: ’ 
do not overdose; do not over- 
treat. 

@ Choose a suitable product and 
hold to it. 

© Use a standard, well-established 
product: drugs either win their 
place, or die of misuse and neg- 
lect. Avoid elaborate and need- 
less drugs and redundant com- 
binations. 

¢ Prefer the specific drug: do not 
take shortcuts at the cost of 
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reason and waste of time. 


© Have no delusions of therapeutic 
omnipotence: place yourself in 
the patient's place. 

@ Make a “new”’ product tell: the 
need — the use—the specific use 
— the importance of it in therapy 
— insist on reasonable proof. 


e Distrust judiciously the thera- 
peutic conformism: “Everyone's 
using it.’ Examine the inde- 
pendent, controlled clinical re- 
ports. 

@ Make use of available sources to 
continue your education in ther- 
apeutics: medical journals, pro- 
fessional meetings, reports and 
critiques in therapy: (a) New 
and Nonofficial Drugs, the 
American Medical Association 
Council on Drugs;! (b) The 
Medical Letter on Drugs and 
Therapeutics:2 and (c) Year- 
book of Drug Therapy.* 


RIGHT OR WRONG 


Moral and ethical virtues un- 
derly long-standing precepts in 
medicine and in science, and are 
continuously involved in the con- 
duct of both. Aims and achieve- 
ments in medicine and the thera- 
peutic-product industry are 


1. The Journal of the American Medical 


Association 


2. Drug and Therapeutic Information, 
Inc., New York, New York 


3. The Year Book Publishers, Inc., Chi- 


cago, Illinois 
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impressive. Indeed, they are out- 
standing; and are capable of even 
more. But they also are right or 
wrong only in relation to their 
good for human beings. It is dan- 
gerous to put a premium solely 
on a technologic, or scientific med- 
icine. The sense of the person, 
and thus of humanity, must not 
be lost sight of. Thus, the sooner 
qualities of stature and of stout 
honesty are reinforced — in ad- 
vertising, investigation, and med- 
ical publications — the less shall 
be the threat of demand for regu- 
latory controls. 


Culprits responsible for existing 
problems may not even recognize 
that they exist. Deceptive adver- 
tising they can recognize only 
when it no longer is a material 
and economic expediency. But 
non-material values like respect of 
conscience, restraint and discipline, 
or need of submission to the rigors 
of criticism and standards of proof, 
are beyond their awareness. If 
and when such problems in ad- 
vertising, investigation, and pub- 
lishing are ultimately solved, the 
solution shall come about not by 
legislation, but from within these 
very fields by moral amalgamation 
of people of creative quality, bold 
honesty, and humble concern for 
the superior good of human life. 
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Human Experimentation in 
Medicine: Moral Aspects” 


Joun J. Lyncu, S.J. 


Professor of Moral Theology, Weston College, Weston, Mass. 


ARS AVOID ambiguities, a the- 

ologian generally begins a con- 
sideration of this kind by defining 
as precisely as possible the terms 
of the discussion as he under- 
stands them. For it often happens 
that moralists and physicians use 
the same terminology in somewhat 
divergent senses, If these possible 
differences of meaning are not 
made initially apparent, the unfor- 
tunate result will be mutual mis- 
understanding. 


To the theologian, medical ex- 
perimentation usually connotes 
either the use of treatments which 
are not as yet fully established 
scientifically, or the use of proce- 
dures precisely for the purpose of 
discovering some truth or of veri- 
fying some hypothesis. And the 
notion for us further presupposes 
that the subject is thereby exposed 
to some significant degree of risk 
or inconvenience; for if this latter 
element is lacking, there is little 
or no moral problem involved. 

By definition, therefore, experi- 
mentation admits of two possible 
purposes: benefit to the individual 
patient who submits to experimen- 


*Reprinted from the May, 1960 issue of 
Clinical Pharmacology and Therapeu- 
tics, New York, N.Y., with kind permis- 
sion of the Editor. 
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tal treatment and/or the advance 
of medical science and consequent 
benefit to the common good of 
future patients in general. Ac- 
cording as one or the other pur- 
pose is sought exclusively, or at 
least is paramount in the intention 
of the physician, two distinct moral 
problems present themselves. The 
first yields more easily to solution, 
both medically and morally. The 
second, which currently represents 
the more urgent problem in medi- 
cal circles, is considerably more 
involved as a moral question. 


EXPERIMENTATION FOR BENEFIT 
OF PATIENT 


When the good of the indi- 


vidual patient is the physician's 
exclusive or predominant concern, 
the canons of good medicine will 
dictate the course of treatment 
which it is the doctor’s moral obli- 
gation to provide. For the doctor 
is always first and foremost his 
patient's agent in the sense that he 
is contractually committed to the 
total best interests of that patient. 
Thus, for example, if there is a 
sure cure available in a given 
instance, it should ordinarily be 
employed in preference to treat- 
ment of doubtful efficacy. Or if 
the only choice of remedy lies 
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— 


among several which are at best 
doubtful, the most promising of 
these should generally be used. 
In other words, the patient is en- 


} titled in justice to the surest means 


reasonably available for achieving 
the object of his medical contract, 
viz., the cure or control of his 
malady. And since this is the 
patient’s right, the doctor’s corre- 
sponding obligation is immediately 
clear. 


However, it is also true that if 
a proven remedy would entail ex- 
ceptional expense, pain, or other 
inconvenience, the patient may be 
justified in choosing instead a pro- 
cedure whose effectiveness is as 
yet incompletely established, but 
which circumvents the consider- 
able disadvantage presumably in- 
herent in his using the proven 
procedure. The patient, in other 
words, may legitimately run the 
risk, even though it be consider- 
able, of a less certain remedy, 
provided that there is sufficiently 
serious reason for so doing. A 
fortiori, if there is little or no risk 
involved in accepting a remedy of 
dubious efficacy, no one would 
deny the patient’s right to make 
such a choice for any reasonable 
motive. Actually this latter would 
not be experimentation in the strict 
sense of the word. 


But it should be clear that any 
such decision or choice is the pa- 
tient’s prerogative and not the 
doctor's. Hence the doctor must 
prefer the certain to the uncertain 
remedy, the more probable to the 
less probable, unless the patient's 
legitimate choice to the contrary 
is explicitly expressed either by 
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the patient or his juridical repre- 
sentative, or unless this consent 
to another procedure may be rea- 
sonably presumed. And since by 
supposition the patient in this in- 
stance represents the doctor's sole 
or primary concern, common sense 
alone would make the same re- 
quirement. 


EXPERIMENTATION FOR BENEFIT 
OF OTHERS 

In order to discern the limita- 
tions which must be placed on 
human experimentation under- 
taken for the benefit of others, one 
must appreciate two basic moral 
truths. These are not exclusively 
Catholic convictions, even though 
they have more than once been 
enunciated in the authoritative 
teaching of the Catholic Church. 
Rather they are fundamental phil- 
osophical principles which should 
be evident merely upon analysis 
of the nature of man in his various 
relationships to others. In combi- 
nation they protect society and its 
members from each of two socio- 
moral extremes of thought, neither 
of which is compatible with our 
human status viewed in proper 
perspective. 


The first of these principles is 
simply a denial of that extremist 
attitude which we have come to 
identify as totalitarianism and 
which would subject the individual 
completely to the community or 
state by subordinating all individ- 
ual rights to the prior claims of 
the common good. Such a phi- 
losophy in its most blatant form 
found expression in the experi- 
mental excesses encouraged and 
practiced under Nazism and later 
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repudiated by the free world in 
the formulation at the Nuremberg 
medical trials of a 10-point state- 
ment of limitations to be placed 
on medical experiments performed 
on human subjects. 


To put the same principle posi- 
tively: with regard to his life and 
bodily integrity, each individual 
possesses a God-given right of 
immunity from unprovoked attack 
by any other person. Such is the 
dignity of the human person that 
even civil authority must respect 
that immunity as long as the indi- 
vidual does not, by crime against 
society, become a serious threat 
to the common good. No individ- 
ual subject, therefore, can legiti- 
mately be considered an expend- 
able member of the body politic to 
be exploited for the common good. 
For this reason it follows, in the 
words of Pius XII, that: 


. the doctor can take no measure or 
try no course of action without the con- 
sent of the patient. The doctor has no 
other rights or power over the patient 
than those which the latter gives him, 
explicitly or implicitly and tacitly.2 

The practical impact of this 
truth lies in the fact that, as laud- 
able as may be the desire to con- 
tribute to the advance of medical 
science, doctors are nonetheless 
initially restricted in their human 
experimentation by this inalienable 
right of the patient to forbid such 
use of his organic entity, Or as 
the very first rule of the Nurem- 
berg Tribunal expresses it, “The 
voluntary consent of the human 
subject is absolutely essential,” 
That this consent can sometimes 
be legitimately presumed does not 
detract in the slightest from a 
doctor's total dependence upon 
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patient consent, in some genuine 
sense of that term, for the right 
to intervene in any way which 
affects the subject's bodily integ- 
rity.” 

The second pertinent principle 
denies what might be called ex- 
treme individualism on our part, 
and imposes certain fundamental 
limitations on each one’s right to 
dispose of his own life and bodily 
members. Because of the dignity 
of his human nature, as already 
explained, man enjoys a_ large 
measure of independence from his 
equals, fellow men. But because 
of his creaturehood, he must also 
admit himself to be essentially 
dependent upon his Creator. In 
context this dependence means 
that man is not complete and ab- 
solute master of his life and being. 
He is not proprietor of himself, 
but rather a steward entrusted 
with the care of “property” which 
strictly belongs to God. He may, 
therefore, administrate this trust 
only in compliance with the di- 
vine will as manifested to him in 
various ways. 


The first practical corollary from 
this principle is the natural-law 
prohibition against suicide. To in- 
tend directly the termination of 
one’s own life is the usurpation of 
a right which belongs exclusively 
to God; for our earthly existence 
is Our trial for a future life, a trial 
whose duration can rightfully be 
decided only by the Creator. 
There are circumstances in which 
we are justified in risking our 
lives by actions which are neces- 
sary for the achievement of some 
momentous good; but in such cases 
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death, if it should occur, is the 
unintended by-product of an act 
legitimately performed for another 
purpose and is not imputable as 
‘a moral evil. Even for the very 
laudable purpose of advancing 
medical science, no one would be 
justified in making his own death 
the intended means to that end. 


A second consequence of the 
same principle relates to bodily 
damage short of death which for 
one reason or another one might 
inflict upon himself or allow an- 
other to inflict. We are responsi- 
ble to God not only for life itself 
but also for our physical integrity, 
and only within certain limits may 
we legitimately mutilate our bodies 
or suppress their natural func-~- 
tions. Pius XI expressed this age- 
old truth in these words: 


. . Christian doctrine establishes, and 
the light of human reason makes it most 
clear, that private individuals have no 
other power over the members of their 
bodies than that which pertains to their 
natural ends; and they are not free to 
destroy or mutilate their members, or in 
any other way to render themselves unfit 
for their natural functions, except when 
no other provision can be made for the 
good of the whole body.* 


The same principle was repeated 
by Pius XII on many occasions 
in such language as this: 


[the patient] is not absolute master 
of himself, of his body or of his soul. He 
cannot, therefore, freely dispose of him- 
self as he pleases. Even the reason for 
which he acts is of itself neither sufficient 
nor determining. The patient is bound by 
the immanent teleology laid down by na- 
ture. He has the right to use, limited by 
natural finality, of the faculties and pow- 
ers of his human nature. Because he is 
a user and not a proprietor, he does not 
have unlimited power to destroy or muti- 
late his body and its functions.? 


Implicit in the statement that 
man does not have unlimited pow- 
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er to dispose of his bodily mem- 
bers and functions is the conces- 
sion that he does possess a limited 
right of self-disposition. How- 
ever, relatively easy as it is to 
delineate certain areas in which 
we may or may not claim that 
right, its maximum limits are still 
matter for speculation among the- 
ologians. 


Certainly the “immanent tele- 
ology” of which Pius XII spoke 
includes above all an essential 
subordination of each corporal 
member to the organic totality 
which comprises the individual 
person. It therefore follows, for 
example, that if an individual bod- 
ily member because of malfunction 
becomes a serious threat to the 
life or well-being of the total man, 
that part may be sacrificed, if nec- 
essary, for the good of the whole. 
It is in this “‘principle of totality”’ 
that we find both justification for 
most legitimate surgery of a de- 
structive nature and grounds, too, 
for condemning patently unneces- 
sary surgery. Again in the words 


of Pius XII: 


. .. by virtue of the principle of totality, 
by virtue of his right to use the services 
of his organisms as a whole, the patient 
can allow individual parts to be destroyed 
or mutilated when and to the extent 
necessary for the good of his being as a 
whole. He may do so to ensure his 
being’s existence and to avoid or, nat- 
urally, to repair serious and lasting dam- 
age which cannot otherwise be avoided 
or repaired.2 


But in a context of investigative 
procedures undertaken exclusively 
for the benefit of others, the more 
pertinent question relates to the 
ordination, if any. of our bodies 
and their members to the good of 
our fellow men. (Note that the 
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term used is “ordination” and not 
“subordination’’: for to admit sub- 
ordination would logically lead to 
corollaries of an inadmissible to- 
talitarian character.) It would 
seem to be theologically beyond 
doubt that the principle of charity 
— i.e., love — toward one’s fellow 
man does legitimatize a certain de- 
gree of bodily self-sacrifice for 
altruistic motives. For example, 
not only are blood transfusions, 
skin grafts, and the like, unani- 
mously admitted by theologians to 
be permissible, but the donors in 
these instances have been singled 
out for explicit commendation in 
papal documents. Going a sub- 
stantial step further on _ the 
strength of the same principle, a 
good many moralists of highest 
repute vigorously defend some 
forms of organic transplantation 
inter vivos, always with certain 
qualifications which good medicine 
would likewise stipulate. And fi- 
nally, although one may never 
intend his own death as a means 
of saving another’s life, it is some- 
times permissible deliberately to 
perform an heroic act which will 
have two immediate results, viz., 
the preservation of another's life 
and the unintended, but in the 
circumstances inevitable, loss of 
one’s own. In none of these in- 
stances does any bodily benefit 
accrue to the donor subject — in 
fact, quite the contrary is true, 
especially where the sacrifice of 
an organ or risk to life is con- 
cerned. 


To the theologian, therefore, it 
is clear that the “immanent tele- 
ology” of our corporal being does 
admit of a certain ordination to 
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the benefit of others. In terms of 
experimental medicine, it is also 
evident that as the genuine neces- 
sity of investigative procedures 
becomes increasingly more urgent, 
one is morally justified in submit- 
ting to consideraby more than a 
modicum of risk to life or bodily 
integrity. But where draw the 
line beyond which one may not 
permissibly go in this regard? No 
mathematical answer, applicable to 
all cases indiscriminately, is possi- 
ble. As does the physician in any 
good medical decision, the moralist 
must weigh the pros and cons 
of individual cases, chiefly in an 
attempt to judge whether there 
is reason sufficient to justify the 
necessary risk or harm entailed 
in the particular procedure con- 
templated. 

In attempting to come to his 

decision as to the morality of an 
experimental procedure not de- 
signed to benefit the subject, the 
theologian would accordingly op- 
erate on such generic norms as 
these: 
1) When bodily damage and/or 
risk to life are insignificant, there 
is no valid moral reason for for- 
bidding the subject to submit to 
the procedure in question. 


2) No one may legitimately con- 
sent to a procedure which entails 
certain death as a necessary means 
of achieving the experiment’s pur- 
pose. (Although there is good 
reason to suggest that a criminal 
already justly condemned to death 
might licitly choose this form of 
execution, such a contingency rep- 
resents the sole possible exception 
to an otherwise universal abso- 
lute. ) 
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3) In the vast intermediate area 
where hazard to life or health may 
range from notable to very serious, 
the maximum limit of permissible 
‘risk is not as yet sharply defined. 
Many of the specific problems in- 
volved are relatively new and still 
require more thought and discus- 
sion before they can be settled 
with total satisfaction. But at the 
present time it seems safe to say 
that a subject may for the benefit 
of others authorize and submit to 
any experimental procedure which 
will not seriously and permanently 
impair his functional integrity or 
cause a grave risk to his life. Im- 
plicit in this concession is the sup- 
position that the procedure has 
been adequately tested short of 
human experimentation; that it 
promises reasonable hope of 
achieving a good proportionate to 
the risk; that there is proportion- 
ate necessity here and now for 
employing human subjects, and 
that all reasonable care is taken 
to avoid even unintended harm to 
any who submit to the experiment. 


SUMMARY AND CONCLUSION 


No attempt has been made in 
the course of this discussion to 
assess the morality of individual 
concrete cases of human experi- 
mentation. So numerous and var- 
ied are its species that such a 
treatment would be prohibitively 
lengthy. Rather an attempt has 
been made to indicate the generic 
moral principles which should 
comprise the basis of such an 
assessment whenever one is made. 
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Of primary importance among 
these requirements is the informed 
consent of the subject. As a very 
general rule this consent should 
be explicit, especially if the sub- 
ject is to be exposed to any ap- 
preciable risk or inconvenience for 
the benefit of others. Presumed 
consent remains a speculative pos- 
sibility in some few instances; but 
in the majority of practical cases, 
this presumption would be either 
unjustified or at very least inad- 
visable. 


But consent of itself does not 
suffice to justify all human experi- 
mentation, since there are limits, 
as yet not defined with total ex- 
actitude, beyond which man is not 
morally free to go in disposing of 
his life or bodily entity. The cir- 
cumstances of individual cases 
must be considered in order to 
determine whether there exists 
sufficiently serious reason for in- 
ducing whatever degree of risk 
or harm may threaten from the 
contemplated procedure. 
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Medicine in Industry 


Frank T. DiMasi, M.D. 


. and to the questions recommended by Hippocrates, he (the doctor) should add 


one more — What is your occupation?” or 
; B. Ramazzini 


Ak Soe 


A SURVEY 

Historical Note: 

Industrial medicine probably dates back to Hippocrates and Galen who observed that 
certain occupations and trades were a menace to health. However, Bernadino Ramaz- 
zini (1633-1714), author of a monumental work on occupational diseases, has been 
called the father of industrial medicine. Oddly enough, America was delinquent in 
matters of occupational health, the birth of industrial medicine here occurring between 
1905 and 1915. Milestones in the development of industrial medicine include: (1) 1914 
— establishment by the United States Public Health Service of its Division of Indus- 
trial Hygiene; (2) 1915 — formation of the American Association of Industrial Physi- 
cians and Surgeons (now called the Industrial Medical Association); (3) 1918 — 
establishment of a course leading to a degree in industrial hygiene at Harvard Uni- 
versity; (4) 1942 — formation of the American Association of Industrial Nurses, (5) 
1953 — creation, by President Eisenhower, of the Department of Health, Education 


and Welfare. 


- Scope 

The type of physician engaged 
in the practice of medicine in in- 
dustry varies from the general 
practitioner giving part-time serv- 
ice in one or several small plants, 
to the consulting specialist, and 
finally to the full-time industrial 
physician. What percentage of 
the 210,000 physicians in the na- 
tion at this time is engaged in 
part-time or full-time industrial 
work is difficult to estimate, but 
the figure is sizable. 


Medical Director 


The medical director is a full- 
time employe of the plant. The 


Dr. DiMasi at the time of preparing this 
article served as full-time industrial phy- 
sician to the Norton Co., Worcester, 
oe and the statistics used are for that 
rm, 
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amount and type of post-graduate 
training varies; he may or may not 
hold a degree in public health and 
may or may not be board certified 
in industrial medicine. Aside from 
purely administrative functions he 
serves as an educator and con- ” 
sultant to his medical staff. He is 
aware of occupational hazards in 
his industry and is constantly on 
the alert to prevent accidents and/ 
or to correct conditions. He serves 
as a buffer between management 
and labor in medical matters and 
has the interests of both at heart. 
He establishes a comprehensive 
program to keep the employe 
sound in physical and mental 
health. 


Industrial Hygienist 


The industrial hygienist is a 
kind of detective in industry. His 
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work involves routine surveys on 
health hazards indigenous to the 
particular industry. For example, 
this may involve detection of radi- 
ation hazards in industry employ- 
ing the use of radioactive mate- 
rials, dust counts in the abrasive 
industries, high environmental 
temperatures in plants using fur- 
naces, and so forth. In addition 
to routine surveys, he is involved 
in the investigation of special 
problems which might occur. Thus 
a group of employes working on 
a particular project in industry 
may develop a dermatological dis- 
order; the medical department calls 
upon the industrial hygienist to 
identify the responsible agent and 
to make recommendations for the 
elimination or modification of this 
agent. 


Safety Engineer 


The safety engineer is con- 
cerned with making or keeping 
the industry a safe place at which 
to work. He is involved in such 
matters as the distribution of safe- 
ty devices including safety glasses, 
safety shoes, respirators and 
others. In areas involving high 
levels of noise, suitable protection 
for ears is provided. Safety de- 
vices have been a great boon to 
occupational health. One need 
only to speak, for example, with 
an ophthalmologist who has been 
in practice for some time to realize 
the great importance of safety 
glasses in the prevention of ocular 
catastrophes. 


Finally, the safety engineer is 
aware of the accident rate in vari- 
ous operational phases of the in- 
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dustry in which he is employed, 
and is concerned with the reduc- 
tion of these. 


ETHICAL CONSIDERATIONS 
“Ts not this the carpenter, the Son of 


Mary? 
St. Mark, 6:3 
First and foremost, the doctor 
in industry should hold dear the 
concept of the “dignity of labor,” 
as expounded in the inspired en- 
cyclical of Pope Leo XIII, The 
Condition of Labor. The physician 
employed in industry has a dual 
task of fulfilling his obligations 
to management as an employe 
and of discharging his duties as 
a physician to the workingman. 


The Pre-Employment 
Examination 


It is the duty of the physician 
to perform as accurate and objec- 
tive an examination as time and 
circumstances permit. An evalua- 
tion of the individual for suit- 
ability to the work involved is 
made; health limitations are re- 
corded, It is just to both the 
candidate for employment and the 
employer that these limitations be 
recorded. For example, it is hardly 
advantageous or sensible for the 
individual with lung disease to be 
employed under conditions involv- 
ing high environmental dust and 
the threat of silicosis; neither 
should management be obliged to 
hire such a high risk individual. 
This factor varies tremendously 
with the industry involved; the 
point is this: management has the 
right to employ whosoever it de- 
sires, and for the individual who 
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is not employed this is not the end 
of the road; there are probably 
other avenues of work for which 
he is better suited. I have been 
amazed at the acceptance of this 
fact by the individual who is re- 
fused employment for medical rea- 
sons when these considerations 
are satisfactorily and intelligently 
explained to him. 


The Industrial Accident 


Once again the dual obligation 
of the physician to both labor and 
management prevails. The work- 
ingman who is treated for an in- 
jury is not returned to work if 
the circumstances created by the 
accident make the performance of 
his work detrimental or dangerous 
to him, despite the fact that the 
loss of time accident rate is in- 
creased. There are other proper 
means by which the employer may 
lower this rate. On the other 
hand, the individual who has sus- 
tained an injury which is not a 
deterrent to the proper execution 
of his work is not encouraged to 
leave work simply because the 
employer will pay for it. 


The Medical Emergency 


As in any instance where death 
is imminent, the spiritual needs of 
the individual should not be for- 
gotten. I have in no small way 
been impressed by the emergency 
data sheets which include the 
question: What is your religion? 
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THE QUESTION OF 
"SOCIALIZED MEDICINE” 

Industrial medicine need not be 
the forerunner of ‘‘socialized med- 
icine.” The problem is non-exist- 
ent if this simple rule is followed: 
the physician in industry should 
not treat any condition which is 
not industrial in origin; for these 
latter the patient should be re- 
ferred to his family physician. I 
have seen this done agreeably. It 
should not be in. the province of 
the physician in industry to treat 
any condition of which the em- 
ploye may complain. This is not 
to say that emergency treatment 
should not be given; such care is 
perfectly in order and I am sure 
the physician in private practice 
would accede to this. 

However, when industry seeks 
to build and staff its own hospitals, 
as has recently happened with the 
New York labor unions, this has 
a bearing on the private practice 
of medicine. The industrial physi- 
cian comes to treat not only the 


employe, but his wife and family. — 


This can have an adverse effect. 


CONCLUSION 


Industrial medicine has become 
an integral part of our economy. 
The opportunities are plentiful; 
it is estimated that at least ten 
physicians are needed in industry 
for every one now spending his 
full time in such service. 

The industrial physician has 
obligations to both management 
and labor. 

Industrial medicine need not be 


contradictory to the private prac- 
tice of medicine. 


LINACRE QUARTERLY 


ded 


The following is an outline of the health and safety personnel in 


a plant employing approximately 5000 people: 


MEDICAL DIRECTOR 


HEALTH INDUSTRIAL HYGIENE SAFETY 
Medical 
1 Industrial M.D. 1 Industrial 1 Safety 
Hygienist Engineer 
ae cen LD. 1 Technical 
3 Internists Assistant 


(part-time) 


1 Orthopedic surgeon 
(part-time) 


1 Roentgenologist 
(consultant) 

Nursing 

1 Head R.N. 

1 Visiting R.N. 

9 Staff R.N. 
Technical 

1 X-ray technician 

1 Lab. technician 


3 Medical secretaries 


1 Optometrist 
(part-time) 
Consultant to 
Eye Protection 
Program 


1 Secretary 
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At 


Table 1. illustrates the annual statistics for the industrial medical 
program previously outlined. (Statistics are for 1957.) 


Table 1. 
HOSPITAL* STAFF OPERATIONS 
Total” Visits to All Hospitals 3 = eee 38,456 
Total Accidents (At home, On highway, At work) 200.00. ph? 
‘Votale Accident Retreatments == ee 9,824 
Totals Medicalt Cases... oe 5 eee 14,706 
‘Total Medical Retreatments 222 =e eee 5,724 
Medical Examinations (Pre-employment and routine). 27°52 
Total- Investigations by, Visiting Nurses eee 5,000 
‘otal Number‘of X-rays; Laken 2) eee 3,274 
‘Fotal: Number of Laboratory’ Procedures.< a ee 4,713 
Total Number of Industrial Hygiene Surveys iii. ccceceeceeeneeeeeee ene 117 


*The word Hospital as used frequently in industry, is not analogous to the community 
hospital but is rather like a clinic, 
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~ Thomas Linacre: 


Royal Physician 


Tue LINAcRE QUARTERLY gains new readers with each issue’s publication. The 
§} journal's name is often the topic of question, and periodically we include a vignette 

of the English physician and priest for whom the early members of our Physicians’ 
Guilds had great admiration and respect, choosing Thomas Linacre as patron for this 
work, Perusing early issues of the magazine, we found that the very first number, in 
December 1932, gives information that fills our need adequately, so we borrow from 
)) the past in republishing the material as a “refresher” of the subject. 


MHE selection of this term THE 

LINACRE QUARTERLY for our 
journal deserves some explanation 
to those who are not students of 
historic medicine. Thomas Linacre 
founded the Royal College of 
Physicians and through it regu- 
lated the practice of medicine. This 
occurred early in the 16th century. 
At the time there had been a great 
increase of irregular practitioners 


and of violation of ethics among | 


them. The constitution of the Col- 
lege, drawn up by Linacre, still 
in force, is a standing monument 
to his far-seeing judgment. It rep- 
resents the principles that con-~- 
stitute the working basis of our 
movement for the organization of 


Catholic Physicians’ Guilds. 


He himself made a large fortune 
in the practice of medicine and was 
Royal Physician to Henry VIII in 
his younger days; he was an inti- 
mate friend of Sir Thomas More 
and Erasmus. He gave his fortune 
to the foundation of Chairs in 
Greek medicine at both Oxford 
and Cambridge. Greatly respected 
by his contemporaries, his English 
biographer says of him that he 
seems to have no enemies, and he 
was greatly admired by Sir Wil- 
liam Osler and S. Weir Mitchell 
of our day. Not only England, but 
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the intellectual world owes a debt 
to his activities because he un- 
doubtedly was the most learned 
physician of his time. After taking 
the degree of Doctor of Medicine 
at the University of Padua he 
graduated an M.D. at Oxford. 


His enlightened mind viewed 
with distress the practice of medi- 
cine in his day. By no legal re- 
straint was its exercise restricted 
to competent practitioners. This 
he endeavored to correct by the es- 
tablishment of the College of 
Physicians. With the assistance 
of Cardinal Woolsey, he procured 
from Henry the Eighth and the 
Parliament the authority, but he 
had to use his own funds for the 
establishment of the college. His 
was the first effort to confine med- 
icine to those who were qualified 
to practice it. The words of the 
Charter of the College ran thus: 


Before this period, a great multitude of 
ignorant persons, of whom the greater 
part had no insight into physic, nor in 
any other kind of learning; some could 
not even read the letters on the book, so 
far forth, that common aartificers, as 
smiths, weavers, and women, boldly and 
accustomably took upon them great cures 
to the high displeasure of God, great in- 
famy to the faculty, and the grievous 
hurt, damage and destruction of many of 
the King’s liege people. 


Prior to the establishment of 
the College of Physicians, the 
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power of the authority to practice 
was vested in the Bishop of Lon- 
don, or the Dean of St. Paul’s, for 
the London district, and by the re- 
spective bishops of the other 
dioceses. 


When he was about sixty years 
of age, Thomas Linacre became a 
priest, devoting the rest of his life 
to the care of souls as well as 
bodies. He obtained the rectory 
of Mersham in 1509, later the 
Cathedral of Wells and in 1518 
another in York. He continued in 
the Church until his decease in 
October, 1524. He was honored 
with entombment in the Cathedral 
of St. Paul, where in 1557 a hand- 
some monument was erected to his 
memory. Fuller says of him: ‘It 
is questionable whether he was a 


better Latinist or Grecian, a better 
grammarian or physician, a better 
scholar or man, but he was un- 
doubtedly the most accomplished 
scholar of the age.” History re- 
cords Thomas Linacre as the most 
learned, erudite and perfect type 
of Catholic physician of all times, 
a credit to scholarship, a credit to 
medicine, a credit to the Church 
and its priesthood. 

The name for our journal was 
suggested by Dr. James J. Walsh 
and after consideration by the of- 
ficers of the Federation it was 
agreed to publish this journal as 
“The Linacre Quarterly.” The 
proper pronunciation of the name 
is as if it were spelled ‘‘Linn-eh- 
ker,’ with the accent on the first 
syllable. 


THE NATIONAL FEDERATION BOOTH — B-11 | 


A.M.A. CONVENTION — EXHIBITION HALL 
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: aur Eerk Liter ature: Titles and Abstracts 


: Abstracts appearing in this column are thought to be of particular 
interest to Catholic physicians by virtue of their moral, religious or 


philosophic implications. 


The medical literature is the most fruitful 


source for consideration but other works are studied too. When abstracts 
appear, they are intended to reflect the content of the original article. 
Parenthetical editorial comment may follow the abstract if considered 


desirable. 


Holoubek, J. E., Langford, R. B., Landry, 
L. V., and Broyles, J. O.: Coronary 
occlusion followed by pregnancy; a re- 
view of the literature and report of 
two cases, J. Louisiana State Med. Soc., 
3:447, December, 1959. 


Coronary occlusion occurring before 
or during pregnancy is extremely rare, a 
review of the literature yielding only 22 
instances of proven gestational coronary 
occlusion and nine cases of pregnancy 
subsequent to coronary occlusion. Of the 
22 patients whose infarction was sus- 
tained during pregnancy, seven died be- 
fore or at delivery. All nine patients 
who became pregnant after coronary oc- 
clusion survived the pregnancy; there 
were four normal deliveries, two spon- 
taneous abortions, two induced abortions, 
and one term cesarean section. ‘’he 
writers contribute two additional cases to 
the latter group, pregnancy being well- 
tolerated in each instance. They indicate 
that coronary occlusion occurring during 
pregnancy is most hazardous when ac- 
companied by severe hypertension and 
when it takes place in the eighth month. 
If the patient can survive the acute in- 
farction, the prognosis for normal term 
delivery is excellent. In women becom- 
ing pregnant after recovery from cor- 
onary occlusion, the prognosis for normal 
pregnancy and delivery is similarly good. 
Cesarean section for such women should 
be performed for obstetric indication only. 


Maynard, E. P., Jr. and Grover, V.: The 
effect of childbearing on the course of 
rheumatic heart disease; a 25-year 
study, Ann. Int. Med., 52:163-171, 
January, 1960. 

A series of 455 women with rheumatic 
heart disease in the childbearing age 
group was studied and a 25-year follow- 
up presented. There was no evidence 
that pregnancy exerts a long-term detri- 
mental effect in the group as a whole. 
Nevertheless the incidence of cardiac 
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Contributions from readers are invited. 


failure and death was considerably higher 
during an individual year containing a 
pregnancy than in another comparable 
year in the same patient's life. “In some 
cases, fortunately now very rare, thera- 
peutic abortion may still be indicated.” 


RG 
Slatis, H. M., Reis, R. H., and Hoene, 


R. E.: Consanguineous marriages in the 

Chicago region, American Journal of 

Human Genetics, 10:446-464, Decem- 

ber, 1958. 

With the help of the records of the 
Archdiocese of Chicago on dispensations 
from the impediment of consanguinity to 
marriage (impedimentum consanguinitatis 
in gradu secundo), a study was made of 
109 consanguineous marriages contracted 
since 1920 in the Chicago area. Of these 
marriages, 106 were between first cousins, 
one between double first cousins, and one 
uncle-niece and ,one aunt-nephew mar- 
riage. By arranging interviews with rela- 
tives of the consanguineous couple (pref- 
erably a sister of the wife), 83 control 
families were obtained. For additional 
items of information, 133 control fam- 
ilies were also obtained from county 
records data. 

The consanguineous marriages give 
some evidence for a greater frequency 
of sterility and of childhood death and 
abnormality. The loss of children through 
stillbirth and miscarriage was not sig- 
nificantly higher, and there is no evi- 
dence that rare recessive lethal genes 
cause the loss of newly fertilized zygotes. 
The rate of death among consanguineous 
children is three times that of the con- 
trols, and their rate of abnormality is also 
greatly increased. —RJ.W. 

[Cf. also: Motulsky, A. G. and Gart- 
ler, S. M.: Consanguinity and marriage 
The Practitioner, 183:170-177, August, 
1959. Among the conclusions: ‘“Consan- 
guinity other than first-cousin marriages 
is of little practical importance.” | 
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Connell, F. J. (C.SS.R.): Medical experi- 
mentation on condemned criminals, 
American Ecclesiastical Review, 140: 
199-201, March, 1959. 


What is to be said of the suggestion 
recently made that prisoners condemned 
to death be allowed to offer themselves 
as subjects for medical experimentation 
that will eventually kill them? 


The sovereign civil authority possesses 
the right to inflict capital punishment, as 
well as the right of determining the par- 
ticular method of inflicting this punish- 
ment. Nevertheless, because of grave 
evils and dangers involved, it seems that 
in practice the public authority should 
not be allowed to condemn criminals to 
be the subjects of experimentation. 


If, however, the criminals freely con- 
sent or even request that the death sen- 
tence be carried out in the form of med- 
ical experiments, the problem becomes 
one of controversy. Fr. Gerald Kelly, 
S.J., states that if experimentation is 
permissible at all, it seems that it would 
be praiseworthy for the condemned crim- 
inals to offer themselves, and quite be- 
coming for society to accept the offer. 
Yet the author maintains that in theory 
this may be correct but such a practice 
could, despite all precautions, lead to 
serious abuses. For this reason he is 
against this type of execution, even if the 
criminal requests it. 

— P.B.A. 


Bradley, D. J.: Medico-moral problems 
and the American public, Catholic 
Mind, 189:417-420, September, 1959. 
Whether Catholics should attempt to 

impose natural law concepts on civil law 

and add tension and new stresses along 
medico-moral lines in the United States 
presents a thorny problem. 


As Catholics, we must uphold prin- 
ciples of the natural law. Silence adds 
danger of scandal. Still we must be 
aware that our orthodoxy must certainly 
never be imposed through legislation. 
How, then, should we react regarding 
existing legislation pertaining to distri- 
bution of contraceptives, divorce, and 
abortion? 


First, we must weigh our opinion very 
carefully before giving it. Then we must 
consider the basic issue: do these trans- 
gressions of the revealed or natural law 
become matters of public order in which 
the State has a legitimate interest? Abor- 
tion and euthanasia, and similarly, even 
divorce, fall into this category. There- 
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fore, a definite stand in favor of contin- 
ued legal aid to present moral climate is 
legitimate. Contraception, however, is 
considered by many a private matter 
and entirely unpolitical. 

Why, then, should public tax-sup- 
ported institutions be allowed to freely 
distribute contraceptives and as a result 
enable relief clients to be able to receive 
such free service not only in public hos- 
pitals, but also through their private 
doctors at the expense of all tax-payers? 
Obviousy we are not here concerned 
with private matters, but with the con- 
duct of public institutions. The Catholic 
tax-payer rightly objects to the injustice 
of having his tax dollar expended for 
items he considers intrinsically evil. 

We must approach the public asserting 
our rights as citizens to express our 
opinion as to what is best for the com- 
mon welfare. It is only reasonable to 
believe that the American public with 
innate fairness will respond. 

— E.McT. 


(Report of Department of Investigation, 
A.M.A.): New cells for old, J.A.M.A., 
172:708-709, February 13, 1960. 


This is a cool evaluation of the un- 
orthodox, inadequately controlled, and 
highly publicized ‘‘cellular therapy” of 
Dr. Paul Niehans, a Swiss physician. 
Its interest here stems from Niehans’ role 
as a consultant during the illness of the 
late Pope Pius XII in February, 1954, 
and the attendant world-wide publicity 
which he received and, seemingly, fos-~ 
tered. 


Gray, D. E.: Ethics for a doctor’s wife, 
Journal of The Kansas Medical Society, 
59:545-549, December, 1958. 


It is necessary to consider a doctor's 
code of ethics and measure this against , 
the potential of his wife to meet it from 
the standpoint of her relationship to the 
union, whether she was (1) attracted by 
the man, (2) by the profession, (3) by 
both. Depending upon her relationship, 
she will be able to stand up under some 
points of the code of medical ethics better 
than others. 


The code of ethics obviously exacts 
great generosity, understanding, discre- 
tion, and bravery from a doctor's wife. 
The relative success and happiness of 
marriage will be proportionate to the 
type of relationship the wife has to the 


union. 
eset: 
LINACRE QUARTERLY 


Zimmerman, L. M. and Veith, Ilza: The 
healing saints: Cosmas and Damian, 
Modern Med., 28:212-217, January 15, 
1960. 


Traditionally brothers, Cosmas and 
Damian were born in Arabia of Christian 
parents in the third century. Becoming 
physicians, they soon won renown for 
their medical ability and piety. Martyr- 
dom interrupted their temporal career 
but numerous posthumous miracles were 
attributed to them. Pope Felix IV (526- 
530) built the first basilica in Rome to 
Cosmas and Damian. It was rebuilt in 
1630. The physician-saints have served 
as the special patrons of the medical 
profession throughout the Middle Ages, 
Renaissance, and even to the present day. 


[This brief but well-written article is 
supplemented with four excellent illustra- 
tions. ] 


Leonard, J. T. (S.S.J.): Artificial in- 
semination, American Ecclesiastical Re- 
view, 140:301-307, May, 1959. 


_ The question arises whether artificial 
insemination is adultery or fornication. A 
guide to the solution can be found in 
the allocution of Pope Pius XII to the 
Fourth International Convention of Cath- 
olic Doctors in 1949. Some hesitate to 
call artificial insemination fornication or 
adultery because we seem to have over- 
emphasized the aspect of temperance and 
to have minimized social justice. Thus 
the text book definitions of Noldin and 
Merkelbach seem deficient on this point. 
Sins against the Sixth Commandment in- 
clude more malice than just a violation 
of venereal pleasure. St. Thomas him- 
self states that “from a single intercourse 
a child can be begotten, and hence an 
inordinate intercourse which impedes the 
good of the child to be born is, from 
the very nature of the act, a mortal sin, 
and is so not only because of the dis- 
order of the concupiscence.” Merkel- 
bach, quoting Billuart's commentary of 
the Summa, notes that “it implies a dis- 
ordination which tends to the grave harm 
not only of the child who is to be born 
from such intercourse, but also the com- 
mon good and the good of human so- 
ciety.” Applying these principles to an 
unmarried woman who directly procures 
the semen from a donor, the evil is clear. 
But what if the semen is legitimately 
obtained for medical examination? If 
venereal pleasure alone is the criterion, 
then it is not fornication or adultery. But 
since this woman is using a faculty given 
for the good of the human race and its 
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continuance, then she is acting against 
the good of society in general and is 
violating social justice. Perhaps we will 
have to coin a new phrase in which 
there is the violation of social justice but 
no venereal pleasure. 


The same holds true in the case of the 
donor insemination of the married woman. 
Here there is a lack of sensual delecta- 
tion, but she, too, is using part of her 
body for a purpose in which the bonum 
prolis is actually being frustrated. Here 
this child will have no bond of origin, no 
moral or juridical bond with the legal 
husband, and this is true, even if the 
husband is willing to allow such donor 
insemination. 

The final case of insemination, where 
the seed has been obtained by a licit 
method for medical examination from 
the husband and then given to the wife, 
is still a violation of social justice. Al- 
though the woman obtains the primary 
ends of marriage, still she does it by a 
violation of means. Thus Pope Pius XII 
stated: ‘Io reduce the conjugal act and 
cohabitation to a simple organic function 
for the transmission of seed would be 
converting the home, the sanctuary of 
life, into a mere biological laboratory.” 


—EAR. 


Lombard, J. F.: Medico-legal aspects of 
artificial insemination, Postgraduate 
Medicine, 24:A40-A52, October, 1958. 


The subject of artificial insemination 
brings up questions and problems in many 
fields. Current research indicates that 
there are no statutes in the various states 
either for or against artificial insemina- 
tion, either homologous or donor. No 
laws have been enacted making it a 
crime for any of the parties concerned 
to take part in artificial insemination. It 
would seem, in the absence of law pro- 
hibiting it, that artificial insemination is 
a decision of conscience that must be 
made by the parties concerned. The gen- 
eral practitioner or specialist must deter- 
mine above and beyond the parties con- 
cerned whether he desires to act in these 
matters. 

— P.C. 


Northey, J. F.: Artificial insemination — 
a legal view, New Zealand Medical 
Journal, 57:531-534, December, 1958. 


The major legal problem is whether 
A.1.D. (insemination from an anonymous 
donor) constitutes adultery. This ques- 
tion is of vital concern to all involved — 
the physician, the patient, the husband, 
the donor, and the child. It must be em- 
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phasized at once that the acts of the 
donor, the physician, and the wife, pro- 
vided they fall within the definition of 
adultery, retain that character even if 
they are consented to by the husband. 
Even if adultery is condoned or there 
is connivance, it remains adultery, but 
may not be available to the husband as 
a ground for divorce. An acceptable 
definition (legal) of adultery. has not 
been formulated. 


One is forced to the conclusion that, 
although A.I.D. or C.A.I. (fluid from the 
husband and an anonymous donor) is 
not illegal or contrary to law, it may 
result in breaches of the law or give rise 
to civil liability. In New Zealand, it 
seems that few physicians are prepared 
to carry out the treatment. Under the 
law as it stands, at present, their caution 
is more than justified. 

— D.MacD. 


McReavy, L. L.: Warning the dying of 
their danger, Clergy Review, 44:295- 
298, May, 1959. 


If an apparently dying man wants to 
postpone the reception of the sacraments, 
is the priest bound to warn him candidly 
of the danger of death? In regard to 
canon 944, it is disputed whether the 
obligation to receive extreme unction is 
per se grave, but a person who has a 
mortal sin on his soul has the grave obli- 
gation to confess and a priest is bound 
to help. However, according to the Code 
of Medical Ethics for Catholic Hospitals, 
the physician has the obligation to inform 
his patient that he is dying. If the physi- 
cian should fail in his duty, the priest is 
bound in charity, the parish priest in 
justice, to make sure that the patient is 
informed. If the priest's duty is ob- 
structed by the doctor, relatives, or the 
hospital, the priest should judge prudent- 
ly whether the common good would be 
served by forcing the issue. 


— K.F.E. 
Wesson, M. B.: The perils and _ pitfalls 


of the vasectomist, American Journal 

of Surgery, 97:84-86, January, 1959. 

The vasectomist is particularly vulner- 
able because each operation exposes him 
to a suit for either (1) malpractice, (2) 
breach of contract, or (3) assault. It is 
reported that in San Francisco there are 
one hundred malpractice suits filed a 
month and that 85 per cent of all Supe- 
rior Court cases are damage suits of some 
type. 

Vasectomies are performed by private 
surgeons primarily for two reasons: (1) 
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sterilization, or (2) prevention of enidi- 
dymitis following prostatectomy. (Many 
states, also, have laws that provide for 
the sterilization of the insane, chronic 
criminals, and sexual perverts.) 


The leqal department of the American 
Medical Association says it believes that 
a signed permit is sufficient for bilateral 
vasectomies. However, the attorneys for 
the California Medical Association state 
that the law, under the present statutes 
and decisions, regards the operation for 
sterilization as mayhem unless for the 
preservation of life, since our laws are 
based on the old English Common Law. 
In the early days, sterilization and cas- 
tration were synonymous, and Blackstone 
specifically states that sterilization and 
mayhem are felonies. That opinion is 
still binding until a court of sufficient 
standing gives a different interpretation. 


Vasectomy is still an empirical opera- 
tion performed at the time of prostatec- 
tomy, presumably to prevent epididymitis. 
It is based on the assumption that infec- 
tion from the prostate and seminal vesi- 
cles passes downward through the vas 
to the epididymis. There are no reports 
of any experimental findings in the liter- 
ature to support such an assumption; 
those having made experimental studies 
enunciated that merely as a theory. 


Until more definite knowledge is had 
in the courts of the United States, little 
can be done to help the cause of vasec- 
tomy, especially for purposes of steriliza- 


tion. 
— A.E.C. 


Siegel, M. and Greenberg, M.: Fetal 
death, malformation and prematurity 
after maternal rubella; results of a 
prospective study, 1949-1958, New Eng. 
J. Med., 262:389-393, Feb. 25, 1960. 


In a prospective study of cases re- 
ported from New York City from 1949 
through 1958, the outcome of pregnancy 
associated with maternal rubella was an- 
alyzed in a prospective study. The in- 
crease in fetal deaths after the onset of 
viral illness early in pregnancy was not 
limited to rubella but was also observed 
with poliomyelitis and mumps. How- 
ever, only rubella was associated with 
prematurity and congenital malformation. 
Prematurity resulting from maternal ru- 
bella was not necessarily associated with 
congenital malformations. The majority 
of the cases of fetal death, prematurity, 
and anomaly were associated with rubella 
occurring in the first eight weeks of preg- 
nancy. The cases of congenital malfor- 
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mation were limited to the epidemic years 
of 1955 and 1958, none occurring in the 


interepidemic years from 1949 to 1958. 
— RJ.C. 


Jackson, L. N.: Family planning, The 
Practitioner, 181:325-328, September, 
1958. 


Unless we are to ‘leave it to nature” 
— and that means to famine — to balance 
population and food products, it is ob- 
vious that action must be taken and 
quickly on a world-wide scale. 

The Japanese government has actively 
supported family planning, as have India 
and China. The Family Planning Asso- 
ciation without governmental help, has 
come to be accepted as a necessary serv- 
ice in the United Kingdom. Great diffi- 
culty has been encountered in the United 
States by the Planned Parenthood Fed- 
eration of America. Russia is taking 
cognizance of the problem. The Scandi- 
nMavian countries have well established 
family planning services, and Western 
Europe is on the way. Central and South 
America remain virtually untouched. 


The International Planned Parenthood 
Federation was founded in 1952. Its 
headquarters are in London and it has 
member orqanizations in twenty-two 
countries and territories. In research, 
special attention is being given to the 
development of oral contraceptives. 


Most of the organized religions of 
the world accept family planning. It is 
approved by all Christian denominations 
except the Roman Catholic Church. 


The general practitioner is encouraged 
to familiarize himself with the techniques 
of contraception or at least be prepared 
to advise his married women patients to 
attend the nearest clinic without being 


asked. 
— J.S.N. 


Butler, T. J.: Medicine’s role in the 
population problem, Mississippi Valley 
Medical Journa!, 81:99-107, January, 
1959. 

Within the near future, the demand 
for basic resources of agriculture, min- 
erals, and energy will be large. From 
all indications, society is already lagging 
behind in supplying these ingredients to 
its population. There is every reason to 
believe that science and technology have 
the ability to overcome these shortages. 
The potential break-throughs in tech- 
nology are in both the laboratory and 
pilot plan stage. 
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Society seems to assume that it can go 
blithely along procreating in increasing 
numbers. Little concern is given to the 
strain the unrestrained growth places on 
a lagging technology and diminishing 
resources, This ever-increasing gap be- 
tween population and resources will fi- 
nally close the door to raising all peoples 
to a decent standard of living. 

Population control is a necessity for 
the undeveloped countries to break away 
from their state of poverty. To await 
substantial control through industrial and 
urban development is now impossible. 
Even with stable population, these areas 
will require prodigious amounts of cap- 
ital and effort to accomplish significant 
advancement. In this era of rapid death 
control, we also need methods for rapid 
birth control. 

The acceptance of population control 
is a concept in conflict with our cultural 
views. Western people have the mate- 
rialistic optimistic philosophy that has 
already accepted the myth that science 
will solve all shortage problems. Such 
an assumption has grave hazards. 


Having done much to interpret and 
use biological laws, medicine has played 
a continuous role in stimulating popula- 
tion growth. The use of this knowledge 
has long-range consequences. A contin- 
uation of the present unilateral applica- 
tion of modern medical skills can only 
result in a loss of any semblance of hu- 
man dignity and opportunity. There 
must be little satisfaction in a triumph 
which must assume the logical responsi- 
bility of balanced death and birth control. 


Greene, G. H.: Tubal ligation, New 
Zealand Medical Journal, 47:470-477, 
October, 1958. 

The doctor considering the permanent 
sterilization of a woman should think of 
four’ things: (1) make certain that the 
danger to life or health really exists and 
not accept medical thought which is out- 
of-date; (2) always obtain at least one, 
and preferably two other opinions, and 
these consultants should have the full 
facts in writing and should see and not 
just hear about the patient; (3) make 
plain to the patient the effects of the 
operation; (4) make sure that the patient 
is mentally able to give consent and that 
such consent is fully and freely given. 

The most trying cases are those where 
the doctor feels that sterilization is not 
justified but which are being urged by 
the patient or by another doctor. Only 
medical reasons should be considered and 
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projected sterilizations for social or con- 
traceptive reasons should be viewed with 
grave suspicion. Such cases constitute a 
subtle threat to the public welfare, are 
therefore illegal and unethical — in the 
widest sense of the term. 

— PC. 


Dauncey, T. M., Troop, H. C. (1C.), 
Caesar, J. L. (O.S.B.), Brennan, K. 
(O.S.B.): The role of hospital chap- 
lain, Catholic Medical Quarterly, 12:42- 
46, January, 1959. 

The duties of chaplaincy should re- 
ceive priority and call for closer contact 
with hospital officials. It is the chap- 
lain’s province to care for the spiritual 
needs of the patients. Some discussion 
was held about the chaplain’s role in 
affording material assistance, entering into 
discussions concerning the patient's affairs 
as a means to aid the patient’s general 
welfare, and especially of the chaplain’s 
role in cases of sterilization and abortion. 


— MJ.N. 


O’Connell, D. P.: Medical secrecy in the 
law, Medical Journal of Australia, 3:68- 
70, January, 1959. 


In regard to medical secrecy and the 
law, the doctor's primary responsibility 
is to the patient, and the law invades 
this principle only to the extent to which 
society requires the patient's interests to 
be subordinated to its own. The general 
conclusion is that the doctor should dis- 
close as little as possible. 

— D.MacD. 


Tesson, E.: Reflection morale sur le prob- 
léme du vaccination obligatoire, Cahiers 
Laennec, 19:37-41, March, 1959, 


Does any moral problem arise if the 
state should wish to make vaccination 
compulsory? Some have argued that 
since inoculation introduces foreign or- 
ganisms into the body, it is a violation 
of the physical integrity of the person 
and, hence, exceeds the power of the 
state over its citizens. The universal 
silence of moralists on this point would 
seem to indicate that it may be disre- 
garded. The principle which seems to 
govern compulsory vaccination is that 
of the obligation of the state to promote 
the common good. The state can make 
compulsory whatever the citizen would 
be held to on other moral grounds. The 
citizen is bound by prudence to avoid 
any grave danger to the public health 
and safety. All informed medical opinion 
considers inoculation a necessary means 
to this end. Hence, the state has the 
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right and duty to impose, with suitable 
and moderate penalties, this preventive 
measure. In so doing, it does not abuse 
its powers nor commit any infraction of 
the moral law. 

—ARJ. 


McReavy, L. L.: Eclampsia and abortion, 
Clergy Review, 44:180-182, March, 
1959. 

It is said that an eclamptic condition 
in a pregnant mother may be caused by 
an excess or diseased condition of the 
placenta. If the child is not viable, may 
the placenta be medically or surgically 
attacked in such a way that abortion will 
inevitably follow? Davis (Moral and 
Pastoral Theology, IJ, 191) answers in 
the negative, but there is an impression 
that Catholic students now give affirma- 
tive answer on the principle of double 
effect. 

Normally, eclampsia develops in the 
later stages of pregnancy when the fetus 
is viable, so that termination of the preg- 
nancy merely means an accelerated de- 
livery, the advisability of which is a 
matter for the doctor to decide. 


However, in the exceptional case where 
eclampsia develops before the fetus is 
viable, the following may be stated: the 
preliminary stage of preeclampsia is said 
to be readily detectable and amenable 
to treatment today; under the following 
conditions an operation may be per- 
formed: (1) if there is no direct attack 
made on the fetus, and (2) if there is 
no other available way of saving the 
mother. Whether an operation on the 
maternal placenta is a direct attack on 
the fetus is a medical question, not a 
moral one. Father Davis simply stated 
that it was immoral to attack the fetus 
directly, which is general Catholic teach- 


ing. 
—_ K Fees 


In an era of specialization, it is re- 
freshing to encounter evidences that 
treatment of the patient as a whole, and 
concern for his family, are not lost arts. 
Thus, in discussing terminal care in a 
monograph on bronchial tumors (Shaw, 
Paulson, and Kee, Jr.: The Treatment of 
Bronchial Neoplasms, Cloth, 135 pp. 
Springfield, Illinois: Charles C. Thomas, 
1959), the writers state: “At the request 
of the family, or if confronted with a 
direct question that permits no evasion, 
the true diagnosis and the outlook for 
survival should be disclosed to the pa- 
tient. This disclosure need not be ab- 
rupt, and should be made with all 
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compassion and hope. The blow to the 
patient's morale can be softened by in- 
timating that treatment is available to 
delay the malignant process and to alle- 
viate the more unpleasant symptoms.” 
Addressing themselves to another problem 
in terminal care, they write: “In the face 
of severe life threatening hemorrhage 
from the bronchi in the incurable patient, 
heavy sedation and the liberal use of 
narcotics is not only justified but man- 
datory to allay the patient's apprehen- 
sion even though their use may hasten 
death.” 


The following titles also contain ma- 
terial of interest: 


Beecher, Henry K., M.D.: Experimenta- 
tion in Man. Paper, 86 pp. Springfield, 
Illinois: Charles C. Thomas, 1959. $3.50 


Jakobovits, Rabbi Dr. Immanuel: Jewish 
Medical Ethics: A Comparative and 
Historical Study of Jewish Religious 
Attitude to Medicine and Its Practice. 
Cloth, 381 pp. New York: Philo- 
sophical Library, Inc., 1959. $6.00. 


Barrow, J. G., Quinlan, C. B., Cooper, 
G. R., Whitner, Virginia S., and 
Goodloe, Mary H. R.: Studies in ather- 
osclerosis, III. An epidemiologic study 
of atherosclerosis in Trappist and Bene- 
dictine monks; a preliminary report, 
Ann. Int. Med., 52:368-377, February, 
1960. 


Infertility due to faulty 
successfully treated by 
J.A.M.A., 172:53, 


Tompkins, P.: 
intromission 
prosthetic device, 
Jan. 2, 1960. 


Medicine in the Vatican: Roche Medical 
Image, 2:18-21, January, 1960. 
[This is an illustrated presentation of 
the medical facilities available within 
Vatican City. ] 


May, 1960 


Kroger, W. S.: Techniques of hypnosis, 
].A.M.A., 172:675-680, Feb. 13, 1960. 


Rosen, H.: Hypnosis — applications and 
misapplications, ].A.M.A., 172:683-687, 
Feb. 13, 1960. 


Connery, J. R. (S.J.): Sin, sickness, and 
psychiatry, America, 102:493-495, Jan- 
uary 23, 1960. 


Guttmacher, A. F.: The influence of fer- 
tility control upon psychiatric illness, 
Am. J. Psychiat., 115:683-691, Febru- 
aty, 1959. 


Hollender, M. H.: Marriage and divorce, 
A.M.A. Arch. Gen. Psychiat., 1:657- 
661, December, 1959. 


CONTRIBUTORS: 
R.J.C. (Robert J. Carey, M.D.) is chief 


resident in medicine, Massachusetts Me- 
morial Hospitals, Boston, Mass. ‘The 
following are theological students at 
Alma College, Los Gatos, Calif.: R.J.W. 
(Robert J. Welch, S.J.), P.B.A. (Paul 
B. Arnold, SJ.), E.M.T. (Edward Mc- 


Tighe, S.J.), J.G.P. (James G. Powers, 
SJ.), E.A.R. (Ernest A. Richlie, SJ.), 
P.C. (Philip Callaghan, S.J.), D.MacD. 


(David MacDonald, S.J.), K.F.E. (Ken- 
neth F. Enslow, S.J.), A.E.C. (Arthur E. 
Connolly, S.J.), J.S.N. (John S. Nelson, 
SJ.), M.J.N. (Merlin J. Neumann, S.J.), 
A.RJ. (Albert R. Jonsen, S.J.). 


Readers interested in submitting 
abstracts please send to: 


Eugene G, Laforet, M.D. 
170 Middlesex Rd. 
Chestnut Hill 67, Mass. 


Dr. Laforet is chairman of the 
committee to prepare these abstracts 
and will welcome contributions to 
this section. 
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3700 Fifth Ave. 
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Rey. JAMEs H. FirzpaTRICK 


Rev. JosEPpH T. RIORDAN 


Rev. GERALD REINMANN, O.F.M. Conv. 


Very Rev. JOHN GOODWINE 


Rev. WiLLtiAM H. HoHMAN 


Very Rev. Mscr. JOHN C. STAUNTON 


Very Rev. Msecr. FRANcIS CARNEY 


Rev. Epwin M. LemmKuHL_er, S.M. 


Rr. Rev. Ropert A. MAHER 


Rev. JosEpH Lucas 


Rr. Rev. Mscr. Gitpert HARDESTY 


Very Rev. Epmunp J. MurNANE 


Rey. Lupovic J. Derourn 


Rev. LAuRENcE MAHER 


Rev. NEtson J. Curran 


Very Rey. Mscr. JoszepH G. FINDLAN 
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SOUTH DAKOTA 
Sioux Falls 


Wiiuiam E. DonaHog, M.D. 
1600 S. Western 


TENNESSEE 
Knoxville 
Warren G. ReepD, M.D. 
1721 Magnolia Ave., N.E. 
Nashville 


Ciemens Aira, M.D. 
Bennie Dillon Bldg. 


TEXAS 
Austin 
JEssE J. Brapy, M.D. 
1705 Colorado St. 


Dallas 


Georce A. SCHENEWERK, M.D. 


8215 Westchester 
El Paso 
CuHarves E. Wess, M.D. 
1501 Arizona 
Fort Worth 
Harry Womack, M.D. 
1520 Thomas Place 
Houston 
RicHarp J. Hottoran, M.D. 
916 Bank of the Southwest 
San Antonio 
A. P. Tuappeus, M.D. 
202 E. Hermosa 


VERMONT 
Burlington 
Maurice J. WaAtsH, M.D. 
216 So. Union St. 


VIRGINIA 

Arlington 
James F. Amsury, M.D. 
902 So. Glebe Rd. 

Richmond 
JosEpH T. Byrne, M.D. 
Seaboard Building 
3600 W. Broad St. 


WASHINGTON 
Tacoma 


Tuomas A. SMEALL, M.D. 
3206 No. 29th 


WISCONSIN 

La Crosse 
James C. Fox, M.D. 
1131 Cedar Road 

Milwaukee 
Maurice B. Byrnes, M.D. 
7029 Milwaukee Ave. 
Wauwatosa, Wisconsin 


May, 1960 


Rev. JAMES JOYCE 


Rev. Leo C. BALDINGER 


Rev. JAMEs D, NIEDERGESES 


Rey. RicHarp E. McCasr 

Rey. LAWRENCE DE FALco 

Rr. Rev. Mscr. Hucu G. Quinn 
Very Rev. Mseor. JosepH P. ErBRICK 
Very Rev. Victor B. BreEzik 


Rev. THOMAS FRENCH 


Rev. DonaLp H. ByrNes 


Rey. JoHn J. McMaHon 


Rev. Ernest L. UNTERKOEFLER 


Rev. CHARLES FE. KELLY 


Rev. JamEs McDonatp 


Rey. Francis J. BIsENIUS 
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WYOMING 
North-Central Wyoming (Sheridan) 


Joun A. Knepet, M.D. Rev. PHiLip COoLiBRARO 
171 No. Wyoming Ave. 
Buffalo, Wyoming 


PUERTO RICO 
Santurce 


Francisco LANDRON Becerra, M.D. Rey. Donavo Cavero, S.J. 
Professional Bldg. 


CANADA 
British Columbia 
(Vancouver) 
Harry Pitts, Jr., M.D. Rev. J. A. Leany, S.J. 
1691 Somerset Cres. 


Manitoba (Winnipeg) 
Joun N. R. ScatutFr, M.D. Rev. Paut L. Gorizu, O.M.I. 
Misericordia General Hospital 


The Catholic Physicians’ Guilds of Bakersfield and Fresno in California; Joliet, 
Illinois; Houma (Terrebonne), Louisiana, and Cincinnati, Ohio have joined the 
national organization since the last printing of this Roll Call. Congratulations and 
best wishes are extended for success in all their endeavors. 
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